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K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 K147
Electrical wiring and equipment is in accordance Malntenatice Supcrvisor and Assistant
with NFPA 70, National Elec¢trical Code. 9.1.2 replaced the Grownd Fawit Interrupter plug

and installed cover plates on the three
Junction boxes identllTed on 1/29/14,
Maintanance Supervisor and Assistunt

. . . tested all Ground Fault Intervupter plugs
T;;:g‘:‘rg’:&% a'igootbr:grtvz%:édinﬁgg by. and inspected the enlire building for
. - d e mussing junctivn box plates on 1/28/14,
determined the facility failed to maintain the Maintciance Supervisor and Maintenance
electrical system. Assistant will reguialy check junction
boxes and GFI plugs for cover plates and
The findings included: proper  function  through  regular
preventative malntenance chegks.
1. On 1/28/14 at 3:00 PM testing of resident room Beginning 02/10/14, Maintenance
413 bathroom Ground Fault Interrupter failed to Supervlsor and szintenance Assistant will
trip when tested. cuniuct a QA Monitor of Junctlon boxcs
and GF) plugs monthly for three months
2. On 1/28/14 at 4:05 PM, observation within the and ther quarterly far nine months ta

ensure substantial compliance. QA Moniter
resuits will be reported to the Q4
Committece (Administiator, Directar of
Nursing, Medical Director, 1eallh
Information and Assistant Director of

cedling space above the one (100) hall area
revealed three eleclrical junction boxes with live
wires and no cover plates.

Thesas findings were acknowladged by the Nursing). QA Monitor will continue as
Administrator and verified by the Maintenance . directed by the Quality Assurance
Director during the exit interview. These Committee,

deficiencles ware corvected during the survey on

1128114, Completion Dare: 1/29/14
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Any deficiancy statement ending with an aslersk (") denoles a deficlency which the Institutlon may be excused fram comecting providing it is detefminad that
olher safeguards pravide sufficient protection to the pattents. (See Instructions.) Except for nursing kemes, the findings stated above are disclosable S0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of ¢arraction are disclpeable 14
days following the date thase decumenlts are made avallabla to the facillty, I deflciencles are Cited, an appraved plan of comaction is requisite te continued
program participation.
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